reason I think that all the details of its anatomy ought to be more fully and more carefully studied, and more widely made known.
In conclusion, I should like for a moment to draw attention to a very striking difference which appears to exist between these cases of hydronephrosis from " kinked ureter" and the large pyonephrotic tumours dependent upon renal calculus. In the former cases, as just described, the great bulk of these enormous tumours is in the main muade up by dilatation of the original renal pelvis, the kidney itself participating in the enlargement only to a lesser degree.
In nearly all the larger pyonephrotic tumours depending upon renal calculus, the renal pelvis as such has practically ceased to exist: these kidneys have a contracted and " cicatricial " pelvis formed of dense fibrous tissue everywhere closely surrounding the stone and apparently contracting upon it. In these cases the great bulk of the tumour is made up of the enormously dilated calices enclosed by the stretched and thinned-out renal cortex. control over his bladder. On the ninth day all segments of both limbs could be moved. Three weeks after operation the Babinski reflex was replaced by a flexor response. During the first few days the patient suffered from painful muscular cramps, especially if one leg touched the other. For two days a fair amount of cerebrospinal fluid escaped, and this, together with the incontinence of urine, made it difficult to keep the wound dry, and led to a slight infection of the lower angle of the wound. The patient was discharged two months after operation, and still follows his old occupation of dock labourer.
The other case was that of a man, aged 55, who gave a very long history of recurrent attacks of pain in the left lumbar and inguinal regions; the onset was always insidious, and each attack lasted several months. The first attack dated as far back as 1902; a second occurred in 1906, during which his urinary tract was very carefully examined in a Dublin hospital. In September, 1909, the pain returned a third time. It usually got worse about two hours after going to bed, was diminished by walking, but aggravated on stooping. Occasionally he had twitching of the left leg at night. During this attack he was admitted under Dr. Owen and remained in hospital from November 24 to December 17. There was then no muscular weakness, no zone of hypereesthesia, and reflexes were normal. The X-rays showed signs of osteo-arthritis with spurring of the bodies of the lumbar vertebrae, which we thought might possibly account for his pain, and operation was discussed, but finally we decided to watch the case. He returned in March, 1910 , and volunteered the information that for the previous seven weeks his legs had become progressively weaker, the weakness having conmmenced in the left. Three weeks before admission his bladder and rectum had become involved. Sexual power had been lost for the last three years. His gait was spastic, and there was tactile aneesthesia, analgesia, and thermo-analgesia of the skin below the twelfth dorsal segment. The cremasteric and abdominal reflexes below the umbilicus were absent. The knee-jerks were exaggerated; there was marked ankle clonus, and the plantar reflexes were of the extensor type. He had incontinence of urine and occasionally of freces.
On April 15 the spines and laminae of the ninth, tenth, and eleventh dorsal vertebrme were removed, and on opening the dura a mass of myxomatous tissue was found lying between the dura and left side of the cord; so suspicious did it look that division of the posterior nerve roots was discussed, but decided against. The mass was removed and the wound-treated as in the previous case.
The specimen was reported to be a myxosarcoma. The day after operation he could move the toes of both feet, and distinguish pin-pricks in both feet. Four days later complete control of the bladder returned, and he could appreciate tactile and painful' impressions, but the paradoxical temperature sensation persisted as before the operation. On April 17, nine days later, he could move all segments of the lower limbs, and sensations, except that of temperature, were normal. As in the previous case, he was troubled for some days after operation by painful muscular spasms of both legs.
This patient remained well for two years, then his old symptoms, with the exception of the girdle-pain, reappeared. The weakness of the lower limbs became gradually worse, and he was admitted to the Royal Southern Hospital in April, 1913 , just three years after operation. The paraplegia was again absolute. In view of the pathological report we feared a recurrence, but hoped to give temporary relief by operation.
On April 15, 1913, the cord was exposed at the site of the previous operation. The cord was found protected by two thin 'layers of bone separated from each other by a fair space, the deeper layer being in contact with the dura. There was no sign of recurrence, but opposite the ninth dorsal vertebra a spur of this new bone had pressed the cord over to the right side, and also formed the boundary of a collection of cerebrospinal fluid. The spur was removed, and the cord thoroughly cleared. The return of his organic reflexes, sensations and muscular power was as rapid as after the previous operation, and he walked quite well when he was discharged six weeks later. June 14, 1914: All he complains of is failure of sexual power and a slight weakness of his left leg. The cremasteric reflex is absent, the appreciation of tactile, painful and temperature impressions is normal, but the left patellar reflex is exaggerated, and there is slight left ankle clonus.
Both cases belong to the intradural class of spinal tumours, the commonest site for which is the dorsal region; in both, especially the second, there was a long history of root pain before the appearance of any sign of compression myelitis. Nature's imperfect method of forming an additional protection for the cord led to an incorrect diagnosis of recuirence and necessitated a second operation.
The pathological report of sarcoma in each case requires modification, for after so long an interval since removal of the primary growthin one case five and a half years and in the other four years-recurrence is hardly likely to take place.
